Objective: To report a case of giant sialolith in the submandibular duct in which sialolithotomy and sialodochoplasty procedures were performed with an intraoral and extraoral approach. Method: A 47 years old male patient reported a complaint of swelling in the left lower jaw which triggered discomfort, particularly when eating. The extraoral examination found 50 mm sized swelling that was firm in consistency, not painful and showed the same colour as the tissue in the left submandibular region. Meanwhile, the intraoral examination indicated a 5 mm sized whitish firm mass on the mucosal floor of the mouth. The panoramic radiograph examination showed a multiple radiopaque mass in the left mandible with a well-defined border. A multiple mass was found by the CT-scan examination in the left submandibular region and floor of the mouth. Sialographic examination described a total obstruction in the left submandibular duct and allegedly chronic inflammation-induced sialolith. Results: Sialolithotomy was done with an intraoral and extraoral approach after which sialodochoplasty was also performed to insert the pediatric feeding tube no. 8 aiming to retain the shape and function of the submandibular duct. Conclusion: Treating giant sialolith with sialolithotomy followed by sialodochoplasty has given a satisfactory result without any complication and recurrence.
Introduction
Sialolithiasis is a disorder of the salivary glands that allegedly occurs due to the accumulation of calcified calcium salt typed degenerative materials. The stone formed in the ductal system in the glands is called sialolith. 1 Clinically, a sialolith is a round, oval, either rough or smooth, and yellowish. Sialolith content consists mostly of calcium phosphate, a little hydroxyapatite carbonate, magnesium, potassium and ammonia.
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Sialolith is generally 5-10 mm in size, above which is referred to as an unusual and rare sialolith. Giant sialolith refers to a sialolith exceeding 35 mm in size. 3 The site and size of the sialolith determines the treatment to performed. Considerably varied, sialolith treatments can include non-surgical and surgical treatments. Simple treatments include a sialogogue treatment and massage to stimulate the stone to be pushed out. However, this method is rarely used given the high risk of recurrence and infection. Surgical treatments include sialolithotomy, sialodochotomy, sialodochoplasty and sialoadenectomy.
1 Other possible non-surgical treatments include Extracorporeal Shock Wave Lithotripsy (ESWL) which is a shock wave-assisted non-invasive approach in a specific condition.
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This paper reports a case of a 35 mm sized rare giant sialolith treated with sialolithotomy and sialodochoplasty with an extraoral and intraoral approach, where sialodochoplasty was performed by inserting a pediatric feeding tube no. 8.
Case Report
A 47 years old male patient came to the oral surgery polyclinic of General Hospital Dr Sardjito, Yogyakarta with complaints of swelling in the lower left jaw. He was previously a week-hospitalized in the same hospital where he was diagnosed with a submandibular abscess due to sialolithiasis. He was treated with incision and drainage. The patient had lived with discomfort on the left floor of his mouth for the past 27 years, especially during meals. When examined by a surgeon, he was diagnosed with a salivary gland stone and recommended for a stone-removal operation to which he objected. A history of drug allergies, food allergies and systemic diseases was denied.
An extraoral examination showed swelling of the left submandible which was a 5 cm in diameter firm mass that was mobile, caused no pain when pressed, and was similar in colour with the surrounding tissues figure 1A and 1B. Intraoral examination found a lesion at the left side of the mouth floor, adjacent to the caruncle, that was 5 mm in size, hard when palpated, showed no tenderness nor pus and the colour matched the surrounding tissue figure 1C .
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An orthopantomogram (OPG) radiographic examination found an image of multiple masses in the left mandible that showed more radiopaque compared to the surroundings, varied in the shape and size with a well-defined border. Sialographic examination revealed the result of a total obstruction in the left submandibular duct was due to the suspected sialolith with chronic inflammation. A CT scan examination showed multiple masses on the mandible (4 overlapped masses in the left submandibular region and a mass in anterior close to the mouth floor) with a well-defined border and mandible bone separated, allegedly a sialolith figure 2A-2C.
The case was diagnosed as a left submandibular sialolithiasis. Sialolithotomy and sialodochoplasty under general anaesthesia were chosen for the treatment figure 3A-3I.
The patient stated no complaints during the control done one day after the surgery. An objective examination found no tongue or cheek paresthesia nor leakage of fluid coming out extraorally. One week following the surgery, the patient found that there was clear fluid that came out of the intraoral tube. Clinical examination on that day did not show any postoperative complications. When doing a postoperative control 2 weeks after the surgery, the patient felt a more comfortable mouth and the swelling disappeared. The sutures and tube were removed and the patient was instructed to consume acidic food to stimulate the saliva and keep the mouth clean. No residual sialolith was found based on the postoperative panoramic radiograph figure 4A and 4B. Eight months postoperatively, the patient stated no pain complaints previously felt when eating, swelling disappeared, and the mouth was not dry figure 5A and 5B. The reported case was a 51 mm-sized giant sialolith in its largest diameter. Sialolith, in this case, was plural and overlapped each other. The patient lived with the sialolith for 27 years and it stimulated the mass to develop. Journal articles of all the previously published giant sialolith cases over 35 mm in size were compiled by Manchil et al. 5 and some other cases were also attached table 1.
Discussion
Giant sialolith is a rare case as sialolith as it is commonly a symptomatic case and therefore it receives treatment early. Sialolith may develop and grow to be a giant sialolith depending on how the salivary duct reacts. If the ducts are able to dilate and maintain the flow of saliva despite the growth of sialolith, an asymptomatic state will form for a long time, stimulating a giant sialolith to develop.
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The treatments of sialolithiasis are varied. The site and size of sialolith affects the choice of treatment. Large-sized and palpable sialolith can be removed using surgical procedures such as sialolithotomy and sialodochoplasty. 5 Sialolith can be removed using a surgical procedure with an extraoral and intraoral approach. If the sialolith lies in the ducts and close to the papilla, an intraoral surgery can be carried out with longitudinal incisions of the ducts. An extraoral approach-based sialoadenectomy can be exercised if the sialolith lies inside the gland or deep into the mouth floor. 7 The algorithm of submandibular sialolithiasis treatment depends on the site and size of sialolith. An intraoral sialolithotomy and sialodochoplasty is recommended for a sialolith in the submandibular ducts.
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Giant sialolith, in this case, is quite unique because it lies in the submandibular duct but is close to the submandibular glands and is more reachable by an extraoral than intraoral palpation. Besides, a smaller sialolith grows superficially adjacent to the caruncle. Referring to algorithm and different theories of sialolith, sialolithotomy should be the chosen treatment without sialoadenectomy, 
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followed by an intraoral and extraoral approachbased sialodochoplasty.
Sialodochoplasty can be performed with or without a stent. The complication of sialodochoplasty without a stent includes a clogged duct by sutures with no guides, an occurrence of stenosis, and a delayed healing of the ductal wall due to a constant flow of saliva. Stenosis is a narrowing duct due to both physical and thermal trauma. A stent-assisted sialodochoplasty prevents postoperative stenosis and delayed duct healing. 8 The types and sizes of stents vary which includes a pediatric feeding tube or a hypospadias silastic tube which is used in sialodochoplasty and sialendoscopy procedures. Su's et al. 9 recommended a 2-week use of a pediatric feeding tube rather than a hypospadias silastic tube to prevent stenosis and infection.
Sialolithiasis, in this case, was treated with a pediatric feeding tube no. 8-assisted sialodochoplasty for two weeks, which resulted in no stenosis or infection marked with the saliva produced in the caruncle.
Conclusion
Giant sialolith is a rare case. The sialolithotomy and sialodochoplasty performed for this case have given satisfactory results without complications and recurrences. The site and size of sialolith determine the choice of treatment. Sialodochoplasty with a pediatric feeding tube can prevent the submandibular duct stenosis to occur.
